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Summary Spontaneous coronary artery dissection (SCAD) is a rare condition that
most often presents as acute coronary syndrome or sudden cardiac death. Here weAngiography;
Myocardial infarction;
Pathophysiology
present the case of a young man of 25 years, who had remained asymptomatic in
spite of SCAD. This case highlights the fact that spontaneous dissections can occur
at a young age and can involve more than one coronary artery, without producing
clinical symptoms.
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ntroduction
pontaneous coronary artery dissection (SCAD) is a
are condition that predominantly affects woman
uring pregnancy or in the post-partum period [1].
symptomatic presentation is extremely uncom-
on and is diagnosed incidentally. We present
erein a unique case of asymptomatic SCAD in a
oung man without clearly identiﬁable risk factors,
ho was managed conservatively.
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25-year-old, apparently healthy software profes-
ional underwent a routine pre-employment med-
cal examination. His electrocardiogram (Figure 1)
howed QS complexes in leads V1—V4 and he was
eferred to us for cardiac evaluation. He has never
ad any episode of chest pain, retrosternal discom-
ort, or syncope in the past. He jogs 2—3 kilometers
er day without any discomfort. There was no his-
ory of hospital admission for any illness in the past.
e is not a known diabetic or hypertensive, but has
een smoking 5—6 cigarettes per day for the past
years. He has never consumed cocaine or other
timulants. There was no family history of coronary
rtery disease or sudden cardiac death.
gy. Published by Elsevier Ireland Ltd. All rights reserved.
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ads V1—V4 with ST segment coving. T wave inversion is seen
Figure 2 Posteroanterior projection with cranial angu-
lation, showing thin radiolucent line representing intimal
ﬂ
s
t
s
aFigure 1 Electrocardiogram showing QS complexes in le
in leads I, aVL, V2—V6.
On examination, he was well built with body
mass index of 23. Vitals were normal and all periph-
eral pulses were felt. There were no features
suggestive of Marfans syndrome or increased laxity
of skin. His routine blood investigations including
fasting lipid proﬁle, N-terminal prohormone brain
natriuretic peptide, and troponin T were within
normal limits. His 2D echocardiography revealed
hypokinetic mid-septal, mid-anteroseptal, api-
coseptal, and apicoanterior segments with ejection
fraction of 54%.
Coronary angiogram showed a dissection ﬂap
extending from the ostium of the left anterior
descending (LAD) artery to mid-LAD artery with
extension into the ﬁrst septal branch (Figure 2).
Ostial LAD artery had a narrowing of 70% (Figure 3).
While the left circumﬂex coronary artery (LCX) was
a dominant, large calibered, normal vessel, the
right coronary artery (RCA) was non-dominant and
normal. Distal LADwas opaciﬁed through collaterals
from RCA (Figure 4).
The patient was explained in depth about his
cardiac pathology and the possible complications,
including risk of sudden cardiac death. He was
adequately counseled regarding the need for via-
bility assessment by positron emission tomography,
followed possibly by intravascular ultrasound and
vasospasm provocation testing of coronary arteries.
As he is a well built, active, young adult who has
neither experienced symptoms nor had any limita-
tion of physical activity, he did not give his consent
for further investigations. Hence further work up
was deferred.
w
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pap, extending from proximal LAD tomid-LADwith exten-
ion into 1st septal branch. The intimal ﬂap separates the
rue lumen from false lumen.
With these ﬁndings a diagnosis of asymptomatic
pontaneous coronary artery dissection with silent
nterior wall myocardial infarction was made. He
as advised to stop smoking and avoid strenu-
us exercise, and discharged with a prescription
o take aspirin, metoprolol, ramipril, and atorvas-
atin. Despite extensive dissection, only aspirin was
rescribed as there is insigniﬁcant data to suggest
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sigure 3 Left anterior oblique view with caudal angu-
ation demonstrating the origin of dissection from LAD
stium, which has a 70% luminal narrowing.
hat dual antiplatelet therapy may be beneﬁcial in
his clinical scenario.
iscussionCAD is a rare clinical entity ﬁrst described
y Pretty in 1931 [2]. It occurs predominantly
n young women (women to men = 2:1) and has
igure 4 Right anterior oblique view showing a non-
ominant RCA. Distal LAD is opaciﬁed through collaterals
rom RCA.
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een described in association with connective tis-
ue disorders, Kawasaki disease, atherosclerosis,
lunt chest trauma, systemic lupus erythematosus,
ocaine abuse, pregnancy, and puerperium. None of
hese risk factors for SCAD was seen in our patient.
Usually SCAD involves a single coronary artery,
ut multi-vessel dissection has been described.
lthough the RCA is the most commonly involved
essel in men, in our patient it involved the LAD
rtery with extension into the septal artery [3].
In SCAD the dissection plane is usually seen in
he outer third of the media or between the media
nd the adventitia. The dissection plane distorts
he coronary arterial architecture and results in
echanical obstruction of the true lumen both
y geometrical malalignment and by hematoma
ormation, thus diminishing the blood ﬂow dis-
ally and precipitating myocardial ischemia and
ecrosis. Although eosinophilic inﬁltration has been
escribed in 43% of cases by Robinowitz et al. [4],
hether it is the cause or effect is largely unknown.
ystic medial necrosis, lysyl oxidase deﬁciency,
ormonal changes associated with pregnancy and
uerperium, and cocaine abuse [5], increase the
ropensity to SCAD.
The clinical picture of SCAD is a spectrum rang-
ng from the extremely uncommon asymptomatic
resentation to an acute coronary syndrome and
udden cardiac death [6]. The patient described by
s was hemodynamically stable and asymptomatic
espite extensive dissection, probably due to good
ollateral ﬂow. In 2004, Rovner et al. described a
ase of asymptomatic SCAD in a 27-year-old woman
ith involvement of the left main coronary artery,
ntire LAD and LCX arteries [7]. To the best of our
nowledge, this gentleman is the only reported case
f asymptomatic SCAD in men.
Management of asymptomatic SCAD is contro-
ersial and no clear cut guideline exists. Coronary
rtery bypass grafting is the treatment of choice for
ymptomatic SCAD involving the left main coronary
rtery or when there is multi-vessel involvement
8]. For single vessel dissection, where the anatomy
s suitable, percutaneous intervention with stenting
s the treatment of choice [9]. Successful conserva-
ive management of hemodynamically stable SCAD
as reported by Cheung et al. in 2000 [10]. In the
bsence of information regarding myocardial viabil-
ty and inducible ischemia, with the patient being
symptomatic and hemodynamically stable with no
unctional limitation, management was essentially
onservative. The patient is asymptomatic at 1.5
ears of follow up.
The natural history of asymptomatic SCAD is
nknown. If our patient presents with acute coro-
ary syndrome in future, then it is likely an acute
502
manifestation of a chronic dissection process. In
such a scenario revascularization in the form of per-
cutaneous coronary intervention or coronary artery
bypass grafting can be contemplated.
Conclusion
Asymptomatic SCAD is an extremely rare clini-
cal entity. The condition is under diagnosed and
the natural history unpredictable. Acute coronary
syndromes may be an acute presentation of spon-
taneous dissection in early life.
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